Foreword vii
By the time I launched the first dementia programme at Johns Hopkins in 1979, the psychiatry of old age was well established in the UK. Two small gems from those early days of geriatric psychiatry in the UK -the sections on old age psychiatry in Clinical Psychiatry by Mayer-Gross, Slater and Roth and the monograph by Felix Post, Clinical Psychiatry of Late Lifeinfluenced my decision to pursue a career in the psychiatry of old age.
This new, brief guide makes geriatric psychiatry accessible to generalists, clinicians not medically trained, and even patients and families. Such efforts are needed in these days of ageing populations and shrinking resources to persuade doctors and the public to reject the prejudice of ageism, and to teach that clinical signs and symptoms of elderly patients are the products of diseases and vulnerabilities, just as they are in younger people, and not the inevitable consequences of ageing which require the discovery of the fountain of youth before the ills of the elderly can be prevented and cured.
In addition to the recognition and explanation of pathological processes causing signs and symptoms, this book promotes the narrative, or meaningful, approach, which illuminates the dignity and right to life of the elderly. The privilege of sharing the stories of almost completed lives is one of the rewards of geriatric practice. In an attempt to demonstrate this to a class of medical students, I interviewed a distinguished 90-year-old American psychiatrist, Mandel Cohen. I expected him to describe the changes he experienced as he grew older. I asked, 'Doctor, what is it like to be old?' He replied, 'I don't feel old in my mind', and he wasn't. Another story that illustrates the dignity of old people and their right to life emerged on an Alzheimer's disease (AD) unit in a nursing home. The question arose as to the validity of documents signed by family members requesting that patients not be resuscitated. In order to answer this question, I gathered a group of 10 severely impaired residents, none of whom had a Mini-mental State Examination (MMSE) score greater than 10 out of 30, and asked them if they wanted to be resuscitated..When one said, 'what does "resuscitated" mean', another member of the group said, 'you know, brought back to life'. The first person responded 'well, you have to make allowances for people with memory trouble.' Seven of 10 said they wanted resuscitation. The ones who didn't appeared to be depressed. Too often, we fail to honour the dignity of cognitively impaired elderly by asking them if they want to live, and if they don't want to live by giving them the benefit of an examination to determine if their decision was the product of a pathological process causing dementia or depression.
I would highlight a few aspects of the contemporary assessment, diagnosis and treatment of psychiatric disorders of the elderly surveyed by this book. The first is the importance of using a quantitative cognitive examination for clinical decision-making and for educating patients and families. Although cognitive examinations can be performed by specialists such as neuropsychologists, the treating clinician should examine the patient and be able to explain the results in appropriate terms to the patient and family. The important point here is not which of the several available tests is used, but that clinicians should use some quantitative method suitable for the clinical situation and purpose. Just as medicine was advanced by the introduction of the thermometer, psychiatry has been advanced by the introduction of quantitative methods of assessment. Before the modern thermometer was introduced 150 years ago, physicians felt the skin temperature and judged whether it was too warm. This method was good enough to appreciate the importance of fever, but it was not good enough to measure reliably whether the temperature was rising or falling. Today, it is not enough for the clinician to say that a patient is confused when it is possible to describe quantitatively the severity of the various impairments and to determine by serial measurement whether impairments are improving or worsening.
The second issue I would like to emphasize is the authors' discussion of that murky diagnostic category, pseudodementia. This term was usually intended to mean that a patient's cognitive impairment was not due to a neuropathological abnormality, and it implied that all true dementias were irreversible. Pseudodementia was usually applied to elderly persons with depression and cognitive impairment. Follow-up studies indicate that many of the patients so labelled do deteriorate and some have AD. This kind of evidence has been influential in returning the term dementia to its intended usage: deterioration of multiple cognitive functions in clear consciousness, without specifying either aetiology or reversibility. Instead of pseudodementia, designations such as 'depression with cognitive impairment' or 'dementia of depression' are better descriptors of the condition. This usage also encourages the point of view that depression in the elderly, both in the presence and absence of AD, should be a focus of treatment.
Finally, I would like to draw attention to the authors' discussion of currently used medications and their side effects. In some circumstances, 'reverse pharmacology' -stopping many if not all medications -leads to cognitive improvement. In other circumstances, doctors recommend medications even though treatment options are limited, because there are no curative drugs and the available symptomatic remedies carry substantial risk. In this unhappy situation, the doctors must explain the options to the patient and family and encourage them to collaborate in the decision as to whether the benefits are greater than the risks. This discussion is useful because it offers hope that something can be done or at least that no harm will be done, and it conveys to the patient and family the physicians' respect for cognitively impaired people, who often perceive that their clinicians do not consider them worthy of their efforts.
This brief guide is a welcome addition to the distinguished publications about geriatric psychiatry from the UK and more recently from many
